In December 2014, Malaysia had suffered nationwide floods after unprecedented monsoon rains overwhelmed several parts of the country. The East Coast areas of Malaysia were especially badly affected, specifically for the state of Kelantan, whereby a total of 170,000 victims were evacuated to the evacuation centres. This was the worst flood in the last 40 years and has been referred to by the locals as 'Bah Kuning'. As a tertiary centre for the state of Kelantan with a total number of hospital beds of 937, HRPZ II was also badly compromised during this time. The electricity supply to the main hospital building was shut-down during this period and the hospital had managed to maintain its operations hUP (Û T e power from a generator which had faced the risk of being shut down if the water levels had increased further. These issues might have caused a worse impact viaa possible loss of electrical and oxygen supply and non-functional life support systems. In relation to this flood disaster, the Anaesthesiology and Intensive Care Unit of HRPZ II would like to share the experiences of handling ventilated and critically ill-patients for evacuation during the massive floods in 2014 from the ICU of Hospital Raja Perempuan Zainab II to "an open stage with no facilities". During this time, we had a total of 19 patients in our 21-bedded Intensive Care Unit. The challenge was the need to evacuate all the critically ill patients and to set-up a new ICU in a safer place immediately at the time.
Introduction
In December 2014, Malaysia had suffered nationwide floods after unprecedented monsoon rains overwhelmed several parts of the country. The East Coast areas of Malaysia were especially badly affected, specifically for the state of Kelantan, whereby a total of 170,000 victims were evacuated to the evacuation centres. This was the worst flood in the last 40 years and has been referred to by the locals as 'Bah Kuning'. As a tertiary centre for the state of Kelantan with a total number of hospital beds of 937, HRPZ II was also badly compromised during this time. The electricity supply to the main hospital building was shut-down during this period and the hospital had managed to maintain its operations using the power from a generator which had faced the risk of being shut down if the water levels had increased further. These issues might have caused a worse impact via the possible loss of electrical and oxygen supply and non-functional life support systems. The water levels were rising rapidly and unpredictably, and if the water levels had touched the generator power set, the hospital electrical power would have been shut-off leaving the ICU with no electrical supply causing non-functional equipment especially the ventilators and infusion pumps. Thus, a meeting to discuss contingency measures with the HUSM authorities was held to manage the need of immediate evacuation of critically-ill patients. Eventually, we managed to obtain a new centre for the temporary ICU setup. However, the new place was an empty space which is the newly-built Trauma ICU HUSM, Kelantan. The only facilities which were available here at that time were the oxygen wall supply as well as the air and suction system. Therefore, we needed to transfer our patients together with support equipment and supporting staffs to the newly set-up ICU in that centre. This is what we meant by "open stage with no facility". However, it is our duty to provide safe conditions to our patients even in natural disaster conditions and even with limited staffs. The critical care team activation was done. Only 50% of specialists and consultants, 60% medical officers and 50% supporting staffs were able to come for emergency roll-call due to the constraints caused by this calamity. To make matters worse, we had problems in communication due to disruption of mobile phone coverage. Apart from that, the access to the hospital was also limited as the main road was inaccessible due to flood. Unfortunately,the ambulance was unable to pass through the flood into the hospital compound. Our final options were the Radicare and the Fire Department lorries with hydraulic lift which thankfully could get through the floods for transporting the patients and the equipment. Pre-event ICU Planning Our management was divided into the pretransfer phase involving asset protection and documentation, as well as the planning and preparation on inter-hospital patient transfer from the ICU. A key aspect during the transfer process was about the discussion with hospital administrators regarding the main power plant and generator set, as well as the discussion with HUSM regarding the location for urgent patient transfer. A total of 14 intubated patients were successfully transferred to SICU and Trauma ICU in HUSM from 10 am until 2 am the following morning as the water kept increasing to dangerous levelsand had drowned the hospital compound. This was done concurrently with the transfer of ventilators, infusion pumps, monitors and ICU supporting staffs. The water level monitoring was done continuously on 24.12.2014 & 25.12.2014.
Transfer Process
The transfer process which started at 10am were continuous until 2 am in the morning. ICU patients were successfully transferred to receiving hospitals as per standard inter-hospital transfer and placement in Trauma ICU (10 patients) and SICU (3 patients) using equipment from HRPZ2. These were recorded together with asset numbersin documented forms. ii. Forms prepared in several copies for filing and tracking purposes in both facilities.
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Checking of equipment compatibility in the receiving hospital facilities Recovery Phase The post flood phase was about cleaning and restoration of affected facilities, and the transferring ofthe patients from HUSM back to HRPZ2. The process of transferring back of those patients from HUSM were done in a staggered manner from 31.12.2014 till 4.1.2015.
Discussion and Conclusion
Overall, the emergency evacuation process was deemed to be successful. However, there is still room for improvement in terms of our future practice, such as to be able to anticipate the worst outcomes with a proper back-up plan and to recognize the strength of resources and potential vulnerabilities before any disaster occurs. We recognize that the overall planning for patient evacuation to a safer place should begin as early as possible because of the unpredictable water level and subsequent worse consequences. This includes identifying the receiving hospitals for patient evacuation and resources availability. This can be done via the role of the critical care leader& coordinator which are crucial to support early and frequent communication for close coordination and support of ICU evacuation preparations (King et al., 2014) They are also responsible for categorizing ICU patients based on ICU resource requirements. We would like to suggest that each hospital should have a standardized preparation plan of critically ill patients which should be performed prior to hospital to hospital transfer to prevent unanticipated complications. In addition to that, we would also like to emphasize the use of a detailed checklist to provide a proper tracking system of patients and assets by both the sending and the receiving hospitals as the process involves many critically-ill patients with large amount of equipment (Brunsveld-Reinders, Arbous, Kuiper, & de Jonge, 2015) The preparation of all supporting life devices and equipment should be well executed for all patients in critically ill patients as per standard ICU care post patients transfer in new centre (Lin, Foster, Chaboyer, & Marshall, 2016 In conclusion, irrespectiveof the current level of training obtained, intensive care providers are obliged to always be ready to perform safe and effective ICU evacuations to provide a safe area of critical care during flood disaster. We hope that this case report may contribute towards the local consensus of transferring critical care patients during any natural disaster.Based on our shared experiences above, the methods used were proven to be successful via inter-hospital and intra-hospital collaboration with functional ICU communication, great leadership and teamwork.
